surgery alone. 3 Another is to utilize nonsurgical treatment (eg chemotherapy (CT) with or without radiotherapy (RT)) similar to that used for small cell carcinoma of the lung. National guidelines have not delineated the optimal treatment strategy for this malignancy. 3 The somewhat conflicting literature, largely consisting of lower-volume reports, may also contribute to the lack of consensus. One study of 64 patients (26 nonmetastatic cases) at Memorial Sloan-Kettering Cancer Center suggested that combined surgery/CT was most associated with reducing recurrences, 4 with other data (121 nonmetastatic cases) suggesting the addition of RT increases survival. 5 Both of the aforementioned studies inherently have notable biases, such as the increased proportion of metastatic disease in the former and the lack of chemotherapy records in the latter. A literature review of 199 patients (93 nonmetastatic cases) demonstrated that addition of CT to local therapy (surgery and/or RT) improved outcomes, with no difference in efficacy between either surgery or RT when used as local therapy. 6 However, a major limitation of that investigation was the lack of comparing local therapy/CT with chemotherapy alone. Lastly, another larger study of 126 patients (85 nonmetastatic cases) demonstrated similar survival with surgery/CT (with or without RT) as compared to CRT; although this was numerically higher than CT alone (no statistical comparisons), the study lumped nonmetastatic and metastatic cases together, and nearly all patients with metastatic disease received CT alone. 7 Hence, owing to the rarity of this neoplasm, there are virtually no higher-volume studies specifically evaluating management of nonmetastatic ESCC. As such, national databases may be of high utility to evaluate practice patterns and outcomes. This investigation of purely nonmetastatic ESCC patients, the largest report to date, utilized the contemporary National Cancer Data Base (NCDB), which is estimated to capture 70% of the United States cancer population. 8 
| MATERIALS AND METHODS
The NCDB is a joint project of the Commission on Cancer (CoC) of the American College of Surgeons and the American Cancer Society, which consists of de-identified information regarding tumor characteristics, patient demographics, and patient survival for approximately 70% of the US population. All pertinent cases are reported regularly from CoC-accredited centers and compiled into a unified dataset, which is then validated. The NCDB contains information not included in the Surveillance, Epidemiology, and End Results database, including details regarding use of systemic therapy. The data used in the study were derived from a de-identified NCDB file (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) . The American College of Surgeons and the CoC have not verified and are neither responsible for the analytic or statistical methodology employed nor the conclusions drawn from these data by the investigators. As all patient information in the NCDB database is de-identified, this study was exempt from institutional review board evaluation. Inclusion criteria for this study were patients with newly-diagnosed, histologically-confirmed and nonmetastatic ESCC. Histologic criteria referred to the International Classification of Disease for Oncology codes of 8041-8045 or 8073 (representing small cell or oat cell carcinoma). All patients were clinically without metastasis (M0). Exclusion criteria were unknown M classifications or those patients receiving no therapy or palliative treatments. Patients were divided into three primary groups for further analysis: those receiving CT alone, CRT, and surgical-based treatment (with or without CT and/or RT).
In accordance with the variables in NCDB files, information collected on each patient broadly included demographic, clinical, and treatment data. All statistical tests were twosided, with a threshold of P < 0.05 for statistical significance, and were performed using SAS (version 9.4, Cary, NC). Univariable and multivariable (stepwise) logistic regression modeling was utilized to determine characteristics that were predictive for receipt of surgical-based therapy. The KaplanMeier method was used for survival analysis, and comparisons between groups were performed with the log-rank test. Overall survival (OS) was defined as the interval between the date of diagnosis and the date of death, or censored at last contact. Cox univariate and multivariate (stepwise) analyses were performed to determine factors associated with overall survival.
| RESULTS
A complete flow diagram of patient selection is provided in Figure 1 . In total, 323 patients with nonmetastatic, pathologically-proven ESCC met study criteria (Table 1) . Of these, 64 (20%) patients underwent surgical-based treatment, 211 (65%) CRT, and 48 (15%) CT alone.
Due to the controversial role of surgery, 29 univariable logistic regression analysis was performed to evaluate factors associated with receiving surgery. Patients with Medicaid/ other (non-Medicare) governmental insurance were less likely to undergo surgery (P = 0.048). However, patients with private insurance trended towards receipt of surgery (P = 0.084), along with those living in rural (P = 0.070) and nonurban (P = 0.057) areas. Treatment at more recent time periods also trended toward decreased use of surgery (P = 0.055). Likely related to sample size issues, no single factor significantly predicted for administration of surgery on multivariable analysis. Median follow-up was 48 months (range, 1-141 months). As shown in Figure 2A , there were no OS differences between the surgery-based and CRT arms, but both were superior to CT alone (P < 0.001). The median OS for the surgery-based cohort was 21 months (95% CI, 16-33 months), as compared to 18 months (95% CI, 15-23 months) for CRT, and 10 months (95% CI, 6-12 months) for CT alone.
As part of additional subgroup analysis to investigate the potential impact of adjuvant CT after surgery, the 64 patients in the surgery cohort were subdivided into 43 patients that received CT and 21 that did not (39 underwent RT in any capacity, and 36 were given both CT and RT). Despite these small sample sizes, the impact of additional chemotherapy in the surgical cohort was assessed, with a nonsignificant difference between groups ( Figure 2B ; P = 0.143).
Owing to the similar survival between both groups involving local therapy (surgical-based and CRT), these groups were combined for Cox multivariate analysis. Receipt of any local therapy independently predicted for higher OS (P < 0.001).
Other factors independently associated with poorer OS included advancing age, increasing T and N classification, treatment at a community facility, and residence in an area with lower educational status (P < 0.05 for all) ( Table 2) .
| DISCUSSION
The study of rare neoplasms such as ESCC is highly limited by sample size and heterogeneity in existing reports; it is hence essential to perform large-volume investigations of homogeneous patients. Our study of a contemporary national database, the largest study to date, demonstrates that most nonmetastatic ESCC is treated with CRT in the United States. As compared to CT alone, delivery of additional local therapy in the form of RT or surgery is associated with improved survival. The findings of this study corroborate elements from smaller studies. 6, 7 It is important to mention that patients coded as undergoing palliative treatment were excluded from this study, so it is less likely that the CT alone group experienced poor survival from receiving palliative CT. The improved OS with the addition of RT to CT (also observed by Song et al. 5 )
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indicates that ESCC should be treated similar to limited-stage small cell lung cancer, in which numerous prospective investigations have shown an OS benefit to adding RT to CT. 30 However, this investigation also describes that treatment with an esophageal cancer paradigm may also be appropriate, in the sense that surgical management (with or without CT) is also associated with improved OS over CT alone. By this token, owing to the numerically higher OS with surgery/CT over surgery alone ( Figure 2B ), it may be logically stated that surgery/CT would also have superior OS as compared to CT alone. Although efforts were made to evaluate whether surgery/CT was superior to surgery alone ( Figure 2B ), sample size issues likely contributed to a statistically insignificant comparison. It is thus also logical that similar OS would exist between surgery/CT (n = 43) and CRT (n = 211). The reason that these conservative interpretations were posited (instead of formal analyses) is that continually constructing more subgroups split sample sizes greatly, and thus do not make for statistically adequate direct comparisons. When delivered with systemic therapy, the issue of surgical-based treatment vs definitive RT is also important to address. This question has been addressed with randomized trials in esophageal squamous cell and adenocarcinomas, displaying improvements in local control but no differences in F I G U R E 2 Kaplan-Meier overall survival curves comparing surgerybased treatment, chemoradiotherapy, and chemotherapy alone (A). Kaplan-Meier overall survival curves of the surgery cohort stratified for delivery of additional chemotherapy (B) OS between groups. 31, 32 The results of those studies may be less applicable to the modern era for several reasons, however, including use of old surgical and RT techniques, splitcourse RT paradigms, and treatment based on responders to chemotherapy. Nevertheless, when applied to NCDB data, which do not carry information on local control, operative complications, and stent placement, the comparative value of either modality remains inconclusive. Although it is possible that CRT patients were not "fit" enough to undergo surgery, it is also possible that surgery was delivered to bulkier and "higher-risk" disease (in spite of the many unknown values in T/N classification). Taken together, we recommend that the choice of local therapy be tailored individually, including use of multidisciplinary discussion and patient input. The sample sizes in this investigation were still relatively small, and this is likely the cause of the inconclusive findings on multivariable logistic regression analysis. However, this relative balance between groups also indicated that propensity matching was not statistically prudent, which would further decrease sample sizes. Likewise, this study also cannot assess the utility of surgery/CT or surgery/RT vs surgery/CRT, because few patients received the former.
The independent association between treatment at an academic center and higher OS as found on Cox multivariate analysis has far-reaching implications on patient counseling and management by both oncologists and referring providers. There are many potential reasons for this, not limited to greater multimodality coordination, streamlined and thorough diagnostic processes and multidisciplinary discussion, technical expertise, ancillary staff for closer clinical monitoring, and potentially the availability of salvage treatments (or clinical trials). Nevertheless, these findings could warrant revisions in patterns of patient education, and it is recommended that patients with rare tumors such as ESCC should be treated at academic institutions.
Although the NCDB provides a unique platform with which to study this rare disease, this investigation is not without additional shortcomings to those discussed above. First, this study is not powered to address optimal sequencing of systemic and local therapies, which would result in splitting the cohort's subgroups into even smaller sample sizes and highly inaccurate OS comparisons. To this end, performing a meta-analysis of available studies, such as those discussed previously, [4] [5] [6] [7] would be useful; however, the marked heterogeneity in the available literature (eg merging metastatic and nonmetastatic patients, accounting for chemotherapy, etc.) is a major roadblock to doing so. It is also a major source of bias insofar as patients receiving local therapy may have been carefully selected based on response to induction chemotherapy, which cannot be quantified in the NCDB. Second, the NCDB does not keep track of several other factors, including chemotherapy cycles/agents, performance/functional status, toxicities, postoperative complications, toxicity-related deaths, or RT field design/volumes/techniques. No information is also provided regarding whether proper workup was performed in each case to rule out a lung primary (eg PET-CT). Third, it is additionally of particular concern whether the tumor was a mixed small cell tumor or a "pure" small cell neoplasm, although published studies addressing this question in lung cancer differ on the prognostic/predictive impact. 33, 34 Fourth, the NCDB does not allow for an assessment of subsequent lines of treatment (eg re-irradiation, further systemic and/or targeted therapy), which could impact OS. Lastly, the NCDB also does not provide genomic information, which has proven to be of great utility in other esophageal neoplasms. 35, 36 Nevertheless, the known shortcomings of a national largevolume database, the first of its kind to date, do not diminish the necessity for further investigation.
| CONCLUSIONS
This is the largest study to date evaluating patterns of care and outcomes of ESCC. In the United States, most nonmetastatic ESCC is treated with CRT. As compared to CT alone, delivery of additional local therapy in the form of RT or surgery is associated with improved survival.
